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the previous Korean liver allocation system was based on Child-turcotte-pugh scores, but increasing 
numbers of deceased donors created a pressing need to develop an equitable, objective allocation 
system based on model for end-stage liver disease scores (MeLD scores). A nationwide, multicenter, 
retrospective cohort study of candidates registered for liver transplantation from January 2009 to 
December 2011 was conducted at 11 transplant centers. Classification and regression tree (CART) 
analysis was used to stratify MELD score ranges according to waitlist survival. Of the 2702 patients that 
registered for liver transplantation, 2248 chronic liver disease patients were eligible. CART analysis 
indicated several MELD scores significantly predicted waitlist survival. The 90-day waitlist survival rates 
of patients with MELD scores of 31–40, 21–30, and ≤20 were 16.2%, 64.1%, and 95.9%, respectively 
(P < 0.001). Furthermore, the 14-day waitlist survival rates of severely ill patients (MELD 31–40, 
n = 240) with MELD scores of 31–37 (n = 140) and 38–40 (n = 100) were 64% and 43.4%, respectively 
(P = 0.001). Among patients with MELD > 20, presence of HCC did not affect waitlist survival 
(P = 0.405). Considering the lack of donor organs and geographic disparities in Korea, we proposed 
the use of a national broader sharing of liver for the sickest patients (MeLD ≥ 38) to reduce waitlist 
mortality. HCC patients with MELD ≤ 20 need additional MELD points to allow them equitable access to 
transplantation. Based on these results, the Korean Network for organ sharing implemented the MeLD 
allocation system in 2016.
Liver transplantation is the treatment of choice for end-stage liver disease, fulminant hepatic failure, and for 
selected cases of hepatocellular carcinoma (HCC), but the demand for liver grafts vastly exceeds supply world-
wide. In the West, efforts have focused on promoting deceased donor organ donation, and a model for end-stage 
liver disease score (MELD score) system has been implemented to enable equitable liver graft distribution1–4. On 
the other hand, in Asia the focus has been on living donor liver transplantation (LDLT)5, and the development of 
organ allocation system has been relatively neglected because deceased donation rates have been extremely low.
The previous Korean organ allocation system, which was introduced in 2000, was based on medical urgency 
and Child-Turcotte-Pugh scores (CTP scores). Although the shortcomings of the CTP score-based allocation 
system are well known6, they have not been of major concern in Korea due to the small number of deceased donor 
liver transplantation (DDLT) cases7. However, the number of deceased donors has increased since 2008, and there 
is now a growing need for an adequate, objective organ allocation system in Korea8.
The adoption of a MELD score-based system does not ensure equitable organ distribution9. In fact, MELD 
score-based systems have been continuously modified to enhance equity and efficiency4,10,11. Notably, the etiol-
ogies of liver diseases, medical environments, proportion of HCC, and donation rates are quite different in Asia 
and Western countries5. However, few studies have evaluated the feasibility of a MELD based allocation system 
in Korea7.
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This study was undertaken to assess the feasibility of a MELD score-based allocation system using nationwide 
data. Based on this study, we sought to develop the Korean liver allocation system.
Results
Liver transplantation in Korea. The number of liver transplantations conducted annually in Korea 
reached a maximum of 1399 in 2015. LDLT accounts for the major proportion of liver transplantations conducted 
in Korea, and in 2015 the living donation rate was 18.73 per million population (PMP). However, numbers of 
LDLTs have remained static over the past few years despite the introduction of novel surgical techniques, whereas 
proportion of DDLT has increased steadily as a result of national efforts8. In 2015, DDLT accounted for 32.6% of 
liver transplantation cases (deceased donation rate 9.07 PMP, Fig. 1).
previous organ allocation system in Korea. In 2000, the Korean Network for Organ Sharing adopted 
the United Network for Organ Sharing classification for liver allocation, which is based on CTP score and status12. 
Highest priority (status 1) was given to patients with fulminant hepatic failure or acute graft failure within 7 days 
after liver transplantation. The next level of urgency was status 2A, which was defined as patients with chronic 
liver disease who had a CTP score of ≥10 and meet at least one of the other medical criteria (life-threatening 
variceal bleeding, refractory ascites/hydrothorax, hepatic encephalopathy, or hepatorenal syndrome), who were 
hospitalized in an intensive care unit with a life expectancy of <7 days without a liver transplant. Status 2B was 
defined as patients with chronic liver disease who had a CTP score of ≥10, or a CTP score of ≥7 and meet at least 
one of the medical criteria (life-threatening variceal bleeding, refractory ascites/hydrothorax, or spontaneous 
bacterial peritonitis). Patients with stage T1 and T2 HCC were allocated status 2B. Status 3 was established in 
patients who had a CTP score of ≥7 without meeting status 2B criteria.
Organ sharing areas in Korea consist of regional and national tiers since geographic distances are relatively 
short. The distribution policy based on arbitrary geographic boundaries divides Korea into three regions (Fig. 2). 
Region 1 includes the capital city (Seoul) and covers 30% of the land mass but accounts for 54% of the popula-
tion and 58% of transplant centers. This heterogeneity between regions is the result of regional organ donation 
and transplant activity differences. To reduce waiting list mortality for severely ill patients, regardless of region, 
the previous Korean allocation system offers national priority to Status 1 and 2A patients for 2 weeks from the 
registration.
Between 2011 and 2015, 57.2% of DDLTs (1088/1903) were performed in the urgent patients (8.1% in status 
1, 49.1% in status 2A). Status 2B patients were given the opportunity only if there were no status 1 or 2A patients 
on the waiting list13.
patient characteristics. A total of 2702 patients were placed on the liver transplantation waiting lists from 
January 2009 to December 2011 at the 11 transplantation centers. The exclusion criteria were pediatric candi-
dates, fulminant hepatic failure, and unknown liver disease. Baseline characteristics obtained at registration are 
provided in Table 1. Overall, mean age at registration was 53.5 years. The majority of 2248 patients were male 
(73.4%) and most (71.0%) were hepatitis B virus (HBV) carriers. Based on the CTP scoring system of liver func-
tions, 16.6% were class A, 41.7% were class B, and 41.7% were class C. Their mean laboratory MELD score was 
17.1, mean follow-up duration was 362 days, and 1071 (47.6%) had HCC. Compared to non-HCC patients, HCC 
patients were older (P < 0.001) and more likely to be male (P < 0.001). In addition, HCC patients were more likely 
to have HBV infection, but less likely to have alcoholic cirrhosis (P < 0.001). HCC patients tended to retain liver 
function at registration, and thus, had lower CTP and MELD scores than non-HCC patients (P < 0.001). Of the 
1395 status 2B patients, 122 non-HCC patients (18.3%) had a MELD score of >30, whereas only 14 HCC patients 
(1.9%) had a MELD score of >30.
Figure 1. Liver transplantations in Korea.
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MELD score distribution according to status are shown in Table 2. In the CTP score-based system, there was 
a broad range of liver disease severity in the same status. In addition, some status 2B candidates with high MELD 
score received lower priority than status 2A candidates with lower MELD score. In our cohort, 68 status 2A 
patients (42.8%) had a MELD score of ≤30, whereas 136 status 2B patients (10.0%) had a MELD score of >30.
Survival analysis for stratification. Using classification and regression tree (CART) analysis, we succes-
sively partitioned chronic liver disease patients into subgroups (Fig. 3A). CART analysis indicated that a MELD 
score cut-off of 20 was a primary determinant of waitlist survival. In patients with a MELD score of >20, the next 
most important cut-off score was 30. Ninety-day waitlist survival rates were 16.2% and 64.1% for patients with 
MELD scores 31–40 or 21–30, respectively. Patients with a MELD score of ≤20 had a 90-day waitlist survival rate 
of 95.9% (Fig. 3B).
severely ill patients (MeLD score >30). Of the 2248 study subjects, 240 (10.7%) had a MELD score of 
>30. However, short-term waitlist survival for these patients was not homogeneous, and thus, these 240 patients 
were partitioned into two subgroups by CART analysis. Patients with MELD score of <38 had a significantly 
lower waitlist removal rate than those with a MELD score of 38–40. For patients with MELD scores of 31–37 or 
38–40, 14-day waitlist survival rates were 64% and 43.4%, respectively (P = 0.001, Fig. 3C).
MeLD exception for hepatocellular carcinoma. In patients with a MELD score of >20, the presence 
of HCC did not affect waitlist survival (Fig. 4A). HCC patients with a MELD score of ≤20 were compared to 
non-HCC patients with certain MELD ranges. The MELD score ranges of non-HCC patients were chosen using 
CART analysis. The 90-day outcomes were similar for patients with HCC and a MELD score of <14 and patients 
without HCC and a MELD score of 14–17 (Fig. 4B), and waitlist survival rates were similar for patients with HCC 
and a MELD score of 14–20 and patients without HCC and a MELD score of 21–25 (Fig. 4C).
Discussion
The goal of organ allocation is to distribute organs in a fair and ethical fashion based on medical judgment. 
Because the number of DDLT procedures is increasing in Korea, there is a pressing need to reorganize the liver 
allocation system. Hence, we conducted this multicenter study to assess the feasibility of MELD score and to 
develop Korean liver allocation system based on MELD score.
The previous liver allocation system used in Korea prioritizes waitlist candidates based on medical urgency 
and CTP score, but although the CTP scoring system can be used to stratify disease severity intuitively, its dis-
criminatory ability is limited6,7. Hence, non-medical factors, such as, waiting time and center incentive have 
become the primary means of prioritizing patients within each status designation7,14. Furthermore, some status 
2B candidates with high MELD score received lower priority than status 2A candidates with lower MELD score. 
If liver grafts are allocated according to the MELD score, it is expected to reduce waiting list mortality.
The MELD score is a scoring system for assessing the severity of chronic liver disease and provide a con-
tinuous, transparent, and objective measure of 90-day waitlist mortality15,16. Hence, offering donor livers in 
Figure 2. Number of deceased donors and liver transplantation in Korea by geographic regions.
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descending MELD score order can be a simple and reliable means of liver allocation for chronic liver disease 
candidates. However, in the real world, geographic boundaries and supply-demand ratios should also be consid-
ered. Although not intended, MELD score-based allocation systems caused significant geographic disparities17. 
In addition, chronic liver disease patients with high MELD score had similar or even higher waiting list mortality 
than fulminant hepatic failure patients (status 1) who benefit from broader sharing of livers18. To address this 
issue, several countries implemented broader sharing of livers not only for the fulminant hepatic failure patients 
but also for the high MELD patients4,10,11,19. For such systems, arbitrary cut-off scores are chosen based on waitlist 
mortalities on a countrywide basis.
In the present study, CART analysis was used to identify arbitrary MELD score ranges that reflect meaningful 
waitlist survival differences in Korea. According to CART analysis, 90-day waitlist survival rates were found to be 
significantly different for MELD score ranges of 31–40, 21–30, and ≤20. Subgroup analysis showed the 14-day 
waitlist survival rate was 43.4% for patients with a MELD score of 38–40 and 64% for those with a MELD score of 
31–37. Accordingly, we proposed national broader sharing of liver allografts for the patients with MELD score of 
38 or higher in order to reduce waitlist deaths (Table 3).
MELD score does not allow fair access to liver transplantation for HCC patients because in these patients’ 
liver function is often preserved. For this reason, in many countries, selected HCC patients are awarded an arbi-
trary MELD score in an attempt to estimate the risk of HCC progression beyond Milan criteria3,4,16. However, 
the risk of waitlist removal due to HCC progression was much less than originally estimated. Despite constant 
adjustments, recent studies have demonstrated HCC patients have easier access to transplantation than non-HCC 
patients20–22. Furthermore, in Korea where LDLTs are performed in HCC patients beyond Milan criteria, equita-
ble selection is more complicated than in other countries. Hence, we compared waitlist survival rather than HCC 
progression to select HCC candidates warranting additional MELD points.
Prioritization within HCC candidates is another important issue. If all HCC candidates with a MELD 
score of ≤20 were awarded the same exceptional points, non-medical parameters would dominate allocations. 
Several models based on MELD score and tumor characteristics have been proposed to achieve more equitable 
Overall 
patients
Patients without 
HCC (n = 1177)
Patients with 
HCC (n = 1071) P-value
Age at listing (years) 53.5 ± 9.1 51.7 ± 9.6 55.5 ± 7.9 <0.001
Male, n (%) 1650 (73.4%) 823 (69.9%) 827 (77.2%) <0.001
Blood type, n (%) 0.971
    A 776 (34.5%) 403 (34.2%) 373 (34.9%)
    B 654 (29.1%) 344 (29.2%) 310 (28.9%)
    AB 250 (11.1%) 134 (11.4%) 116 (10.8%)
    O 568 (25.3%) 296 (25.2%) 272 (25.4%)
Body mass index (kg/m2) 24.1 ± 3.5 24.0 ± 3.7 24.2 ± 3.3 0.12
Original liver disease, n (%) <0.001
    Hepatitis B virus 1595 (71.0%) 707 (60.1%) 888 (82.9%)
    Hepatitis C virus 200 (8.9%) 93 (7.9%) 107 (10.0%)
    Alcoholic 360 (16.0%) 304 (25.8%) 56 (5.2%)
    Cholestatic 40 (1.8%) 37 (3.1%) 3 (0.3%)
    Others 53 (2.3%) 36 (3.1%) 17 (1.6%)
CTP class, n (%) <0.001
    A 374 (16.6%) 79 (6.7%) 295 (27.5%)
    B 938 (41.7%) 397 (33.7%) 541 (50.6%)
    C 936 (41.7%) 701 (59.6%) 235 (21.9%)
MELD score 17.1 ± 8.9 20.5 ± 9.2 13.4 ± 6.6 <0.001
Status*, n (%) <0.001
    2A 159 (7.1%) 122 (10.4%) 37 (3.5%)
    2B 1395 (62.1%) 665 (56.5%) 730 (68.2%)
    3 694 (30.8%) 390 (33.1%) 304 (28.3%)
Table 1. Patient characteristics. *Status based on previous Korean liver allocation system.
Status 2A (n = 159) Status 2B (n = 1395)
MELD ≤ 20 22 (13.8%) 968 (69.4%)
MELD 21–30 46 (28.9%) 291 (20.9%)
MELD 31–37 47 (29.6%) 85 (6.1%)
MELD 38–40 44 (27.7%) 51 (3.7%)
Table 2. MELD score distribution in status 2A and status 2B patients.
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distributions between HCC and non-HCC patients22–25. However, these models have not been well validated. 
Moreover, the use of tumor aggressiveness to determine priorities among HCC patients is likely to increase the 
risk of posttransplant HCC recurrence. On the other hand, laboratory MELD scores are known well predict HCC 
patient dropout from waitlists26. Hence, we developed an evidence-based model according to the waitlist survival 
rates of HCC and non-HCC patients in Korea. HCC MELD exception was determined through advisory meet-
ings based on our nationwide data27. The KONOS provides additional points for patients with T2 HCC based on 
laboratory MELD score (HCC patients with MELD score of <14 receive an additional 4 points and those with 
MELD score between 14 and 20 receive an additional 5 points). With the introduction of the MELD system in the 
current organ donation rate, we expect that HCC patients with preserved liver function are less likely to receive 
DDLT. In order to resolve the disparity in access to DDLT, efforts should be made not only to improve the alloca-
tion system but also to increase the number of deceased donors.
In the setting of organ scarcity, not only urgency but also utility or transplant outcome should be considered. 
In fact, reports issued in several countries have described poor post-transplant outcomes after adoption of a 
Figure 3. Waiting list survival. (A) Classification and regression tree; (B) Waiting list survival rate by MELD 
score; (C) Waiting list survival rate for severely ill patients.
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MELD system28. However, relation between MELD scores and survival following transplantation remains contro-
versial29,30. In addition, the high proportion of LDLTs conducted in Korea makes it much more difficult to predict 
the consequences of adopting a MELD system. Therefore, future studies are needed to assess the impact of MELD 
system on transplant outcomes.
The Korean liver allocation system is not perfect and there is room for improvement. First, we have not yet set 
exceptional points for other indications other than HCC. Instead, if a candidate’s transplant physician believes that a 
candidate’s MELD score does not appropriately reflect the candidate’s medical urgency, the physician may request an 
exceptional priority to the KONOS. Second, we do not have specific regulation for patients using vitamin K-antagonists. 
The international normalized ratio, which has the largest weight in the MELD score, is significantly affected by vitamin 
K-antagonists. The Eurotransplant has a specific regulation for patients using vitamin K-antagonists considering its 
importance3. Continuous efforts to improve allocation system will be needed in the future.
Despite its retrospective design and short follow-up, this is the first study to investigate the availability of 
the MELD score-based allocation system using national cohort data in Asia. Although MELD scores may accu-
rately predict waitlist mortality, they do not ensure equitable organ distribution9. Medical environments, organ 
Figure 4. Waiting list survival rates between HCC and non-HCC patients by MELD score. (A) Waiting list 
survival in HCC patients with MELD score of >20; (B) Waiting list survival in HCC patients with MELD score 
of <14; (C) Waiting list survival in HCC patients with MELD score of 14–20.
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donation rates, proportion of LDLT, and regional distributions differ markedly between countries. Hence, thor-
ough verification is required before adopting a new allocation system. We believe the present study may provide 
valuable basis for developing MELD score-based allocation system in other countries.
In conclusion, the MELD score system adequately stratified the short-term mortality rates of chronic liver 
disease patients on Korean waitlists. Regarding donor organ shortages and geographic disparities, we proposed 
the broader sharing of livers for the sickest patients (MELD score of ≥38) to reduce waitlist mortality. Our find-
ings demonstrated that HCC patients with a MELD score of ≤20 need additional MELD points to allow them 
equitable access to transplantation. The MELD score allocation system was finally implemented in Korea in 2016 
after a series of advisory committee meetings based on the results of this study.
Materials and Methods
subjects. A nationwide, multicenter, retrospective cohort study was performed on 2702 candidates registered 
for liver transplantation from January 2009 to December 2011 at 11 liver transplantation centers, which con-
ducted 83.1% of Korean liver transplantations (1047/1260) in 2012. The exclusion criteria applied were pediatric 
cases, fulminant hepatic failure, and unknown liver disease. Patients were followed until 31 March 2013 to ensure 
that all were followed for at least one-year. These patients were divided into two groups according to the presence 
of HCC (Fig. 5). All donor surgeries were performed with the consent of the donor and approval from the Korean 
Network Organ Sharing. No allografts (organs and tissue) obtained from prisoners were used.
parameters. Baseline information, such as, age, sex, body mass index, original liver disease, CTP score, pres-
ence of HCC, and blood type were obtained at time of registration.
MELD scores were calculated at the time of registration using the following equation:
MELD score (0 957 log creatinine 0 378 log bilirubin
1 12 log international normalized ratio 0 643) 10
e e
e
= . + .
+ . + . ∗ .
For this calculation, laboratory values of <1.0 were set at 1.0. The upper limit of serum creatinine was set at 
4.0 mg/dL, and MELD scores were capped at 40. For patients who received two or more dialysis within the last 
week, or 24 hours of continuous veno-venous hemodialysis, the creatinine value were set to 4.0 mg/dL.
outcomes. The primary outcome was waitlist survival. Candidates removed from the waitlist because of clin-
ical deterioration were considered to be equivalent to candidates that succumbed to chronic liver disease because 
clinical deterioration in such a situation is almost uniformly fatal without transplantation. These definitions are 
consistent with those used in previous studies18. For severely ill patients, we compared 14-day waitlist survival.
Waiting time was defined as time elapsed between registration and date of removal from the waiting list. 
Patients were censored if they were alive at last follow-up and on a waiting list or had been removed due to 
improvement or transplantation.
statistical analysis. Demographic information was summarized using frequencies (percentages) or 
means ± standard deviations. The Chi-square test with Fisher’s exact test was used to compare categorical vari-
ables and the student’s t-test was used to compare continuous variables. Survival and freedom from events were 
estimated using the Kaplan-Meier method and compared using the log-rank test.
CART analysis is a tree-based classification and prediction method that utilizes recursive partitioning to 
split records into segments with similar output field values. At each split, two child nodes are generated using a 
selected best predictor, at the next split, each child node may become a parent node and generate two child nodes. 
A unified framework was applied for recursive partitioning to avoid overfitting and variable selection problems31.
We performed CART analysis to identify MELD scores where the 90-day waitlist survival varies greatly. In 
severely ill patients, we compared waitlist survival within 14-day of listing18. Waitlist survivals were analyzed 
with respect to MELD scores and the presence of HCC in order to identify HCC candidates requiring additional 
MELD points. MELD score ranges were identified by CART analysis. Survival curves were compared using the 
log-rank test to identify MELD score adjustments for HCC patients that equalized waitlist outcomes for HCC and 
non-HCC patients.
US Liver allocation scheme (UNOS) Korean Liver allocation model (KONOS)
Combined local and regional status 1A/1B Combined regional and national status 1
Local/regional MELD score 35–40 (offers made 
locally then regionally for each MELD score)
Regional/national MELD score 38–40 (offers made 
regionally then nationally for each MELD score)
Local MELD score 15–34 Regional MELD score 31–37
Regional MELD score 15–34 National MELD score 31–37
National status 1A/1B Regional MELD score 21–30
National MELD score ≥15 National MELD score 21–30
Local MELD score <15 Regional MELD score ≤20
Regional MELD score <15 National MELD score ≤20
National MELD score <15
Table 3. Staged broader sharing model based on MELD score.
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The statistical analysis was performed using R (version 3.1.1; The R Foundation for Statistical Computing, 
Vienna, Austria), and P-values va0.05 were considered statistically significant.
ethical approval. All liver transplants were performed after obtaining informed consent at the 11 partici-
pating centers. The study was conducted according to the tenets of the Declaration of Helsinki and was approved 
by the Institutional Review Boards of Severance Hospital (2012-1142-001). Signed patient informed consent was 
waived per the IRB approval, since the study was a retrospective analysis.
Data Availability
The datasets generated during and/or analyzed during the current study are available from the corresponding 
author on reasonable request.
References
 1. Freeman, R. B. et al. Results of the first year of the new liver allocation plan. Liver Transpl. 10, 7–15 (2004).
 2. Barber, K. et al. Elective liver transplant list mortality: development of a United Kingdom end-stage liver disease score. 
Transplantation. 92, 469–476 (2011).
 3. Jochmans, I., van Rosmalen, M., Pirenne, J. & Samuel, U. Adult Liver Allocation in Eurotransplant. Transplantation. 101, 1542–1550 
(2017).
 4. De la Mata, M. et al. Model for end-stage liver disease score-based allocation of donors for liver transplantation: a spanish 
multicenter experience. Transplantation. 82, 1429–1435 (2006).
 5. Chen, C. L., Kabiling, C. S. & Concejero, A. M. Why does living donor liver transplantation flourish in Asia? Nat Rev Gastroenterol 
Hepatol. 10, 746–751 (2013).
 6. Wiesner, R. H. et al. MELD and PELD: application of survival models to liver allocation. Liver Transpl. 7, 567–580 (2001).
 7. Hong, G. et al. The model for end-stage liver disease score-based system predicts short term mortality better than the current Child-
Turcotte-Pugh score-based allocation system during waiting for deceased liver transplantation. J Korean Med Sci. 28, 1207–1212 
(2013).
 8. Min, S. I. et al. To achieve national self-sufficiency: recent progresses in deceased donation in Korea. Transplantation. 99, 765–770 
(2015).
 9. Schaffer, R. L. 3rd, Kulkarni, S., Harper, A., Millis, J. M. & Cronin, D. C. 2nd. The sickest first? Disparities with model for end-stage 
liver disease-based organ allocation: one region’s experience. Liver Transpl. 9, 1211–1215 (2003).
 10. Massie, A. B. et al. Early changes in liver distribution following implementation of Share 35. Am J Transplant. 15, 659–667 (2015).
 11. Cillo, U. et al. A Multistep, Consensus-Based Approach to Organ Allocation in Liver Transplantation: Toward a “Blended Principle 
Model”. Am J Transplant. 15, 2552–2561 (2015).
 12. Lucey, M. R. et al. Minimal criteria for placement of adults on the liver transplant waiting list: a report of a national conference 
organized by the American Society of Transplant Physicians and the American Association for the Study of Liver Diseases. Liver 
Transpl Surg. 3, 628–637 (1997).
 13. Korean Network for Organ Sharing. Annal Report 2016, http://www.konos.go.kr/konosis/common/bizlogic.jsp (2017).
 14. Merion, R. M., Sharma, P., Mathur, A. K. & Schaubel, D. E. Evidence-based development of liver allocation: a review. Transpl Int. 24, 
965–972 (2011).
 15. Malinchoc, M. et al. A model to predict poor survival in patients undergoing transjugular intrahepatic portosystemic shunts. 
Hepatology. 31, 864–871 (2000).
 16. Freeman, R. B. et al. The new liver allocation system: moving toward evidence-based transplantation policy. Liver Transpl. 8, 
851–858 (2002).
Figure 5. Study design.
9Scientific RepoRts |          (2019) 9:7495  | https://doi.org/10.1038/s41598-019-43965-2
www.nature.com/scientificreportswww.nature.com/scientificreports/
 17. Yeh, H., Smoot, E., Schoenfeld, D. A. & Markmann, J. F. Geographic inequity in access to livers for transplantation. Transplantation. 
91, 479–486 (2011).
 18. Sharma, P., Schaubel, D. E., Gong, Q., Guidinger, M. & Merion, R. M. End-stage liver disease candidates at the highest model for 
end-stage liver disease scores have higher wait-list mortality than status-1A candidates. Hepatology. 55, 192–198 (2012).
 19. Edwards, E. B., Harper, A. M., Hirose, R. & Mulligan, D. C. The impact of broader regional sharing of livers: 2-year results of “Share 
35”. Liver Transpl. 22, 399–409 (2016).
 20. Goldberg, D., French, B., Abt, P., Feng, S. & Cameron, A. M. Increasing disparity in waitlist mortality rates with increased model for 
end-stage liver disease scores for candidates with hepatocellular carcinoma versus candidates without hepatocellular carcinoma. 
Liver Transpl. 18, 434–443 (2012).
 21. Washburn, K., Edwards, E., Harper, A. & Freeman, R. Hepatocellular carcinoma patients are advantaged in the current liver 
transplant allocation system. Am J Transplant. 10, 1643–1648 (2010).
 22. Toso, C. et al. A model for dropout assessment of candidates with or without hepatocellular carcinoma on a common liver transplant 
waiting list. Hepatology. 56, 149–156 (2012).
 23. Marvin, M. R., Ferguson, N., Cannon, R. M., Jones, C. M. & Brock, G. N. MELDEQ: An alternative Model for End-Stage Liver 
Disease score for patients with hepatocellular carcinoma. Liver Transpl. 21, 612–622 (2015).
 24. Bhat, M. et al. Proposal of a novel MELD exception point system for hepatocellular carcinoma based on tumor characteristics and 
dynamics. J Hepatol. 66, 374–381 (2017).
 25. Vitale, A. et al. A method for establishing allocation equity among patients with and without hepatocellular carcinoma on a common 
liver transplant waiting list. J Hepatol. 60, 290–297 (2014).
 26. Ioannou, G. N., Perkins, J. D. & Carithers, R. L. Jr. Liver transplantation for hepatocellular carcinoma: impact of the MELD allocation 
system and predictors of survival. Gastroenterology. 134, 1342–1351 (2008).
 27. Kim, M. S. Modification of Emergency Status in Deceased Donor Liver Allocation: Evidence for Korean Model of End-stage Liver 
Disease (MELD) System. J Korean Soc Transplant. 30, 51–58 (2016).
 28. Weismuller, T. J. et al. The introduction of MELD-based organ allocation impacts 3-month survival after liver transplantation by 
influencing pretransplant patient characteristics. Transpl Int. 22, 970–978 (2009).
 29. Narayanan Menon, K. V. et al. MELD and other factors associated with survival after liver transplantation. Am J Transplant. 4, 
819–825 (2004).
 30. Desai, N. M. et al. Predicting outcome after liver transplantation: utility of the model for end-stage liver disease and a newly derived 
discrimination function. Transplantation. 77, 99–106 (2004).
 31. Hothorn, T., Hornik, K. & Zeileis, A. Unbiased Recursive Partitioning: A Conditional Inference Framework. J Comput Graph Statist. 
15, 651–674 (2006).
Acknowledgements
This work was supported by the Research Program funded by the Korea Centers for Disease Control and 
Prevention (2014P8200100). The data were presented in an oral presentation at the International Society for 
Organ Donation and Procurement in Geneva, Switzerland, September 6–9, 2017.
Author Contributions
J.L., J.G.L. and M.S.K. designed the study. I.J. participated in data analysis. J.L. participated in the writing of the 
paper. D.J.J., S.I.K. and M.S.K. critically revised the article for important intellectual content.
Additional Information
Competing Interests: The authors declare no competing interests.
Publisher’s note: Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.
Open Access This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 
format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.
 
© The Author(s) 2019
1 0Scientific RepoRts |          (2019) 9:7495  | https://doi.org/10.1038/s41598-019-43965-2
www.nature.com/scientificreportswww.nature.com/scientificreports/
Consortia
Advisory Committee on Improving Liver Allocation
Choon Hyuck David Kwon4, Dong-sik Kim5, Yang Won Nah6, Hee-Jung Wang7, Young Kyoung 
You8, Hee Chul Yu9, Kwang-Woong Lee10, Dong Lak Choi11, In seok Choi12 & Shin Hwang13
4Samsung Medical center, Sungkyunkwan University School of Medicine, Seoul, Republic of Korea. 5Korea University 
college of Medicine, Seoul, Republic of Korea. 6Ulsan University Hospital, University of Ulsan college of Medicine, 
Ulsan, Republic of Korea. 7Ajou University School of Medicine, Suwon, Republic of Korea. 8Seoul St. Mary’s Hospital, 
college of Medicine, the catholic University of Korea, Seoul, Republic of Korea. 9chonbuk national University 
college of Medicine, Jeonju, Republic of Korea. 10Seoul national University college of Medicine, Seoul, Republic of 
Korea. 11Daegu catholic University School of Medicine, Daegu, Republic of Korea. 12Konyang University Hospital, 
Konyang University college of Medicine, Daejeon, Republic of Korea. 13Asan Medical center, University of Ulsan 
college of Medicine, Seoul, Republic of Korea. 
